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Executive summary  
Against a backdrop of increasing sexually transmitted infection amongst young people and 
comparatively high rates of unintended teenage pregnancy in the UK, this project sought to 
learn how Dutch parents teach their children about puberty, relationships and reproduction.  
The Netherlands was chosen as the study site since it has been evidenced that their open, 
partnership approach to sexual health promotion is effective in reducing such outcomes. 
Nine fathers and thirteen mothers of children aged ten years and under and six experts 
participated in one-to-one interviews at various geographical locations throughout the 
Netherlands.  The findings centred on five principal themes:  
❖ The parents’ commitment to parent-imparted sexuality education   
❖ Parental comfort in discussing sexuality and bodies 
❖ High levels of self-efficacy and confidence amongst the parents regarding their role as 
early sexuality educators 
❖ Perspectives on childhood that respected the child’s autonomy  
❖ The normalisation of sexuality communication  
Comparisons with equivalent data from England suggested that Dutch parents enjoyed much 
greater openness than their English counterparts when they learnt about sexuality 
themselves, as children.  This, as well as supportive governmental messages, the 
normalisation of sexuality communication and the availability of wide-ranging resources, 
appears to have led to greater confidence, commitment and ease, on the part of the Dutch 
parents, in discussing relationships and sexuality with their children.  The data also suggested 
that the Dutch fathers were more involved in their children’s learning about sexuality than 
the cohort of English fathers.  Furthermore, in contrast to the English parents, the Dutch 
mothers and fathers asserted that sex education posed no threat to childhood innocence. 
The findings suggested that the Dutch approach to sexuality education upholds the rights of 
children in this regard but in the UK the amount and quality of relationships and sexuality 
education that children receive is highly variable.  The recommendations following this 
Fellowship are, therefore, as follows: 
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➢ Sexology and Health Science Honours Degrees and Masters programmes should be 
developed as specialist subjects in UK Higher Education Institutions (HEIs).  
➢ The commissioning of sexual health promotion services should be orchestrated at the 
national level. 
➢ Schools based sex education should be underpinned by an evidence base. 
➢ Schools should work in partnership with parents to support them in developing their 
skills in parent-child sexuality communication. 
➢ Early parent-child sexuality communication should be promoted. 
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Introduction to the project  
 
Background  
Young people throughout the UK are engaging in sexual intercourse at a younger age (Mercer 
2013; WHO 2012) and have a higher number of concurrent partners (Health Protection 
Agency 2012) than previous generations.  As a consequence, 16-24 year olds are increasingly 
experiencing higher rates of sexually transmitted infections (STIs) and unintended pregnancy 
than any other section of society (Public Health England 2017, Health Protection Agency 
2009).  Indeed, although 16-24 year olds represent only 12% of the population they account 
for more than 50% of England’s STI diagnoses (Public Health England 2017; Health Protection 
Agency 2012).  Equivalent data for Wales (Public Health Wales 2017), Scotland  (FPA 2016) 
and Northern Ireland ( FPA 2016) suggests that these trends are widespread throughout the 
UK.   
The physical and psycho-social ramifications of STIs problematize these statistics since the 
potential impacts are very significant both for the individual and society as a whole.  
Physically, STIs such as chlamydia and gonorrhoea can lead to infertility; syphilis can cause 
blindness, deafness, loss of muscle control, seizures and dementia; HIV is associated with 
significant morbidity and mortality; and certain strains of human papillomavirus are 
associated with various cancers (Shepherd et al. 2010).  STIs in pregnant women can lead to 
miscarriage, pre-term birth, stillbirth, serious eye infections, neonatal pneumonia, systemic 
disease and physical deformity and HIV can be transmitted from mother to  baby (Shepherd 
et al. 2010).  In addition, the diagnosis of a STI commonly leads to negative emotional and 
psychosocial consequences (Nack 2008), feelings of anger and embarrassment (Royer and 
Cerf 2009) and anxiety regarding the impact of the STI on current and future relationships 
(Melville et al. 2003).  At the macro level, STIs also incur substantial economic costs (CDC 
2016; Lucas 2013).   
Although pregnancy rates amongst under 18 year olds in England have fallen (Office for 
National Statistics 2017) the UK has the highest birth rate for girls aged 15 to 19 across Europe.  
Between the years 2000 and 2012 per 1,000 of the 15 to 19 year old female population the 
Netherlands had a rate of 5, Italy had 7, Germany had 10, France had 11 and the UK had 26 
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(UNICEF 2012).  Additional statistics demonstrate that the UK ranks poorly against the 
European Union as a whole (EU28) as well as against comparable European countries as 
demonstrated in figures one and two (Office for National Statistics 2014).   
Figure one. Live birth rate (per 1,000) to women, in United Kingdom and EU28, 2004-2012. 
 
 
Similarly, Sedgh et al. (2015) identified that for pregnancies amongst 15 to 19 year olds, 
international data ranked England and Wales 19th out of 21 countries with complete data, 
with 47 per 1000 per annum.  Whereas the Netherlands was ranked second lowest, at 14 per 
1000 per annum.  For births, England and Wales was among the highest European rates at 21 
births per 1000 15 to 19 year olds and the Netherlands was the second equal lowest rate in 
Europe with 5 per 1000. 
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Figure two. Live birth rate (per 1,000) to women aged 15-19/ 15-17 in EU28 countries, 2012 
 
 
Adolescent pregnancy and childbirth continues to be regarded as a significant contributor to 
maternal and child mortality as well as to cycles of compromised health and poverty.  This is 
underpinned by socio-economic factors before and after pregnancy rather than the biological 
effects of young maternal age (Office for National Statistics 2014).  For example, young 
women in westernised cultures who have a baby during adolescence commonly experience a 
number of challenges such as abandonment by parents, difficulties in completing their 
education and economic hardships (Kosunen et al. 2002, Department of Health 2004).  In turn, 
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their children are more likely to experience lower educational attainment, economic hardship 
and females are at higher risk of becoming teenage mothers themselves (Department of 
Health 2004).  Thus, early sexual debut and the associated risk-taking is of significant concern 
in the UK. 
International comparative data is limited regarding the sexual practices of young people but 
we know that in the UK at the turn of the millennium, 40% of 15 year olds reported having 
had sexual intercourse compared to 15-20% of 15 year olds in other Organization for 
Economic Cooperation and Development (OECD) countries (UNICEF 2007).  More recently, 
the third National Survey of Sexual Attitudes and Lifestyles (Mercer et al. 2013) revealed that 
median age at first heterosexual intercourse in the UK is 16 years among 16–24 year olds and 
among this age group, 31% of men and 29% of women now have first sex before the age of 
16.   In contrast, in the Netherlands a recent study (Rutgers and Soa Aids 2017) of 20,500 
young people aged 12 to 25 years revealed that at the age of 18.6, half of young people had 
had sexual intercourse.  When they do have sex, a joint study of Rutgers and STI 
Netherlands found that over 7 out of 10 Dutch adolescents used a condom the first time, and 
World Health Organization data shows that Dutch teens are among the top users of the birth 
control pill.   
 
Approaches to sexual health promotion 
In the UK, considerable investment has been made in young people’s sexual health promotion 
but systematic reviews suggest that traditional pedagogic approaches have had limited 
impact (Lazarus et al. 2010; Shepherd et al. 2010).  The focus of health promotion has, 
therefore, shifted towards strategies that aim to increase young people’s self-efficacy and 
resilience (Department of Health 2013; AYPH 2016).  One particular approach to addressing 
young people’s self-efficacy and resilience is parent-child sexuality communication since 
there is a growing body of research that suggests a protective relationship between open 
parent-child sexuality communication and young people’s sexual decision making (Flores and 
Barroso 2017; Widman et al. 2006, 2016; Campero et al. 2011; Nagamatsu et al. 2008; Ogle 
et al. 2008; Huebner & Howell 2003; Miller et al. 2001; Lehr et al. 2000; Somers & Paulson 
2000).  However, research suggests that parents in the UK often struggle to provide effective, 
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accurate and timely sexuality education for their children in general and pre-adolescent 
children in particular (Stone et al., 2015a, 2015b, 2013).   
In contrast, research (Lewis and Knijn 2001, Sheldon 2018) suggests that Dutch parents tend 
to embrace a more open approach to the subject than their UK counterparts and it is thought 
that this may, in part, explain the difference in young people’s sexual decision making.  
 
Aims, objectives and purpose of the project  
This project, therefore, set out to learn about how Dutch parents teach their children about 
puberty, relationships and reproduction.   The study built upon existing research in the UK 
that I carried out for my Doctorate (Bennett et al. 2017a, 2017b; Bennett 2016) and the study 
was replicated exactly in order to facilitate comparisons between the two sets of parents’ 
practices in this regard.  The overarching aim of this project was to inform sexual health 
promotion strategy in the UK since we are currently at an historic moment with relationships 
and sex education becoming mandatory across all schools from September 2019, with an 
amendment to the Children and Social Work Act requiring all secondary schools to provide 
“relationships and sex education” and all primary schools to give “age appropriate 
relationship education.”  Subsequently, discussions regarding how and what children should 
be taught are becoming more common place and it is intended that this report will contribute 
to this debate.   
We know that open parent-child sexuality communication can delay sexual debut, meaning 
that sexual risk-taking is reduced, but there is a lack of 
understanding as to ‘how’ such openness can be 
achieved in the UK.  It was, therefore, envisaged that 
an understanding of what ‘open communication’ 
means and how Dutch parents approach sexuality 
communication would inform UK health and care 
strategies in this regard, with the potential to reduce 
teenage pregnancy and STI. 
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The study objectives were, therefore, to: 
1. Carry out in-depth, face-to-face, individual interviews with 5-10 Dutch parents of 
children aged 3 to 10 years, exploring whether the parents pro-actively or reactively 
raise the issue of sexuality with their children, their style of communication, what they 
discuss and perceptions of their role.  
2. Discuss the findings with 2-5 Dutch academics/healthcare practitioners. 
3. Write up the findings including comparisons with existing UK data. 
 
The objectives for knowledge mobilisation were to: 
➢ Provide press releases throughout the project. 
➢ Write a project report. 
➢ Share findings with UK parents via social media. 
➢ Present findings to UK parenting and children’s charities. 
➢ Present findings to UK professional networks. 
➢ Write articles for parenting, nursing and academic journals. 
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➢ Disseminate findings amongst UK commissioners. 
➢ Develop a website for parents to use as a resource and to share experiences. 
➢ Develop a short resource book for parents to support them in this role. 
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Methodology and methods  
 
Methodology 
This study employed Interpretative Phenomenological Analysis (IPA) (Smith, Flowers, and 
Larkin 2009) which has a dual aim of providing an in-depth exploration of people’s lived 
experiences as well as an examination of how people make sense of these experiences.  By 
going beyond description and looking for meanings embedded in the parents’ experiences as 
early sexuality educators it was hoped that an insight in to their lifeworld would be possible 
where the influence of contexts such as personal history, socialisation, culture, peer attitudes 
and beliefs would be illuminated.  In addition, IPA’s focus on social cognition, that is ‘the 
relationship between what people think (cognition), say (account) and do (behaviour)’ (Smith 
and Eatough 2012, 442), was of particular value to this research since it was concerned with 
both the perceptions and practices of mothers and fathers.  
 
Methods 
A total of 9 fathers and 13 mothers of children aged 10 years and under were recruited to the 
study through advertisements placed by professional networks throughout the Netherlands.  
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All of the parents lived with their children full-time and shared caring responsibilities for the 
child.  Participants were professionals, educated to degree level or equivalent and lived in the 
Netherlands.  Thus, the sample was homogenous; a quality which is advocated for IPA studies 
since the aim is not to generalise but to facilitate an in-depth exploration of a defined group’s 
or an individual’s lived experience of a particular phenomenon (Smith, Flowers and Larkin 
2009).   
Data collection took place via face-to-face interviews conducted in English in the parents’ 
homes or their local University between 22nd July and 25th August 2017.  Locations included a 
houseboat, apartments, houses, flats, offices and university classrooms at Christelijke 
Hogeschool in Ede and Vrije Universiteit Amsterdam.   In addition, interviews were conducted 
with six experts in the field.  Geographically, data collection took place throughout the 
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Netherlands including Noordwijkerhout, Ax Hasselt, Ede, Arnhem, Zoetermeer, Amsterdam, 
Apeldoorn, Utrecht, Deventer, Leiderdorp and Gouda. 
A semi-structured interview schedule was used with questions focusing on the parents’ 
beliefs and attitudes regarding how children should learn about physical maturation, 
relationships and reproduction and how they approached these areas of learning with their 
children themselves.  Interviews lasted between 50 and 130 minutes and took place within 
the participants’ homes or local university.  All the interviews were recorded and transcribed 
verbatim. 
Data analysis adhered to Smith, Flowers and Larkin’s (2009) guidelines which advocate that 
analysis should be an iterative and inductive process with each interview analysed separately 
initially.  Each transcript was analysed line by line and initial descriptive notes were made 
along with observations of the language used and semantic content.  Finally, conceptual 
comments were developed which, in due course, became themes.  Throughout the process 
the concept of the hermeneutic circle (Smith, Flowers and Larkin 2009) was employed with 
an emphasis on the interplay between the parts and the whole and between the interpreter 
and the research participant(s) and their story.  Smith (2004) draws on Ricoeur's (1970) 
distinction between the hermeneutics of meaning recollection and empathic engagement 
and the hermeneutics of suspicion and critical engagement.  By engaging both modes of 
hermeneutic engagement, Smith (2004) argues that a more comprehensive understanding of 
the participant's lived experience can be gained.  This study sought to achieve this depth of 
interpretative analysis by initially prioritising ‘hermeneutics centred in empathy and meaning 
recollection’ and then going on to a ‘hermeneutics of questioning, of critical engagement’ to 
allow for a ‘more complete understanding of the participant’s lived experience’ (Smith 2004, 
46).  This process was cyclical in that emerging themes were tested against earlier data and 
themes were, on occasion, changed to become subordinate or superordinate.  Throughout 
the process, presuppositions and judgements were suspended through a process of 
reflexivity, the aim being to focus on what was present in the data rather than what was 
assumed to be present (Spinelli 2002).   
Finally, a cross-group comparison was made to identify areas of convergence and divergence 
between the parents.  To facilitate this process Smith, Flowers and Larkin’s (2009) guidance 
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concerning the use of abstraction, subsumption, polarisation, contextualisation, numeration 
and function was used in order to establish a deeper understanding of the data.    
The Institute of Health and Society at the University of Worcester granted approval for this 
study and the agreed protocols were adhered to throughout.  
 
Report overview  
This report will provide an overview of the themes that emerged through analysis of both the 
parents’ and the experts’ data.  For the purpose of this report, themes have been presented 
with minimal theoretical interpretation to aid presentation.  Results will be disseminated in 
the form of a more traditional Interpretative Phenomenological Analysis in the academic 
publications that form part of the knowledge mobilisation plan.   The report will conclude 
with a reflection on the successes of the project in providing answers to the research 
question, an examination of the relevance of the project’s findings to the UK, 
recommendations for practice and an outline of next steps. 
 
Findings  
The findings of this study were consistent across parents and experts in the field.  Findings 
have, therefore, been synthesised to provide greater clarity and to avoid repetition.  Personal 
observations from living in the Netherlands for five weeks are also integrated where 
appropriate. 
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The sample 
Nine fathers and thirteen mothers participated in this study.  
All of the parents were professionals and were educated to 
at least degree level or equivalent.  They all lived with their 
children and the child’s other parent full-time.  The gender 
and age distribution of the children being discussed by the 
parents is outlined in tables one and two. 
 
 
Table one. Gender and age distribution of children discussed by mothers. 
Age (years) Boys (n) Girls (n) Total (n) 
1 0 1 1 
2 1 1 2 
3 0 0 0 
4 2 0 2 
5 1 1 2 
6 1 1 2 
7 3 3 6 
8 1 0 1 
9 1 2 3 
10 2 3 5 
Total  12 12 24 
 
Table two. Gender and age distribution of children discussed by fathers. 
Age (years) Boys (n) Girls (n) Total (n) 
1 0 1 1 
2 1 0 1 
3 1 0 1 
4 1 0 1 
5 1 1 2 
6 1 0 1 
7 1 3 4 
8 1 0 1 
9 1 1 2 
10 2 2 4 
Total  10 8 18 
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Theme one: A commitment to sexuality education 
Although the parents differed significantly in relation to their religious beliefs, their choices 
regarding their children’s religious upbringing and their personal experiences of learning 
about relationships and reproduction they were all equally committed to teaching their 
children about their bodies, relationships, sex and reproduction, regardless of their child’s 
age.  Their commitment was underpinned by a belief that open communication is positive for 
children in relation to them learning to enjoy their bodies, to have positive perceptions of 
their bodies, to have fulfilling relationships in the future and to know their own boundaries.  
The parents felt that education and open communication regarding relationships and 
sexuality was likely to lead to their children making safe choices that were right for them such 
as abstaining, using condoms and oral contraception and choosing a safe place in which to 
make love.  Although many of the parents articulated that this is not an easy aspect of 
parenting, it was perceived to be so important that they were determined to overcome any 
personal discomfort to talk about relationships, bodies and sexuality with their young 
children.  As one mother stated: ‘my motivation to give my children the skills that will prepare 
them for healthy relationships is bigger than my anxiety that surrounds talking about it.  So, I 
try my best and explain everything to them’. 
The parents placed significant emphasis on the need for children to be able to assert their 
personal boundaries and to define what is acceptable and not acceptable to them.  This 
appeared to be supported by a wider movement supported in schools where children are 
taught to assert boundaries in the playground by saying ‘Stop, Hou Op’ and signalling with 
their hand to say ‘stop, I do not like that’.   
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Some of the parents also talked about their children’s schools employing coaches who helped 
children to develop their social skills in the playground, with an emphasis on setting, asserting 
and respecting boundaries.  Although this initiative was not linked directly to relationships 
and sex education, the parents felt that it was supportive for the children in this regard.  For 
example, one mother said: ‘Once you’ve learned to say stop because you don’t want your 
friend to hit you with a stick, then the next step is to say stop when somebody asks you to have 
sex and you don’t want to’.  All of the parents articulated that boundary setting was very 
important, since it enabled children to know that they had rights which should be respected 
by everyone, for example one mother explained: ‘At a young age I teach them also, the penis 
is for yourself, nobody touches it, it’s yours’.  All of the parents talked about teaching their 
children about good touching and not-good touching and how the children should deal with 
the latter, including in the case of a family member.  
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Theme two: Body comfort 
As a researcher living in the Netherlands for 
five weeks, beyond the data collection I 
observed a greater sense of body comfort in 
general everyday life with a museum devoted 
to understanding the human body (the 
Corpus Museum in Leiden), nude beaches at 
lakes being common place, non-applicator 
tampons dominating in pharmacies, tampons 
and sanitary towels commonly visible in 
baskets in mixed gender toilets and baby 
changing areas that were not behind closed 
doors.  On a number of occasions, I saw 
fathers lifting their children up so that they could peep over the top of a changing cubicle in 
a clothes shop and chat to their mother.  In addition, the cycling culture and outdoors way of 
life appeared to contribute to a greater sense of ‘corporeality’ or an awareness of the body.      
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The mothers and fathers talked about sexuality with ease.  Within minutes of the interviews 
commencing they would use words such as vagina, penis and vulva without embarrassment.  
Several chose to conduct the interviews with their children present and the children were 
comfortable to sit and ask questions or read the sex and relationships books that their parents 
had got off the book case shelves to show me.  They talked intimately about their children’s 
bodies and the need to support them in learning about their physical selves.  Several made 
reference to siblings teaching each other about their genitalia by showing each other and 
children learning by asking to look at their parents’ genitalia.  The parents felt that it was 
important for their children to see their bodies and each other’s as it led to openness and 
prevented embarrassment.  For example, one mother described her ten-year-old son’s 
excitement at showing her and his father his first two pubic hairs.  Another mother described 
her four year old’s openness by saying: ‘… he also talks about me having breasts and my 
husband doesn’t.  So he points at his nipples and he said “They’re not going to grow when I 
get older, right?” We said, “No, only women get breasts, you don’t; you’re going to look like 
daddy”. “But I want breasts too”. “Why?” “Because then I can feed my baby with them … I 
want to give it something that comes out of me”. 
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Another aspect of body comfort related to the parent’s aspirations for their children to 
respect their bodies and to consider their bodies as their own.  In explaining this, one of the 
fathers said ‘…it starts with belief that if you’re willing to have a relationship during your life, 
you have to be happy with yourself, not only with your mind but also with your body’.  The 
father related this, in part, to the education system in the Netherlands where emphasis was 
placed on personal space, positive and inappropriate touching and boundary setting. 
 
Theme three: Self-efficacy 
The parents were, on the whole, very confident in their 
ability to educate their children about relationships, 
their bodies, sex and reproduction.  Amongst those who 
were less confident, the plethora of resources available 
to them boosted their perceived abilities in this regard.  
Parents referred to the many and varied books available 
to them in bookstores and the teaching materials 
available to them with the most frequently cited being 
those by Rutgers which is an international centre of 
expertise on sexual and reproductive health and rights 
founded and based in the Netherlands.  It is funded by the Dutch Ministry of Health, Welfare 
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and Sport as well as private sources and carries out and disseminates sexuality related 
research and produces an extensive range of resources to support schools and parents in 
imparting sexuality education.  Examples include these resources that are designed for 
children up to the age of 12 and these resources for parents.  Parents also reported school-
based sex education and the associated briefing meetings to be very supportive in this regard. 
Additional resources that parents and experts alike referred to in normalising parent-child 
sexuality communication included their local health facilities, this website for parents about 
general aspects of parenting, this website specifically about sexual education for children 
aged 0-12 years as well as this site for parents with children of 12 years and older.  Websites 
that some parents had accessed for their older children included those by Dokter Corrie 
although there was some debate about the age appropriateness of the videos for primary 
school aged children amongst the parents.  An overview of the videos available can be found 
here.  Specific videos that experts and parents made reference to included body check, tips 
and tricks, first times and the double nude game.  Kindertelefoon, which is an organization 
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that children can telephone with questions or if they want help in difficult situations also has 
a website for children as well as specific resources, for example about  being in love and your 
body.  Other locally produced websites referred to by the parents and experts included this 
website and this information site for children.  In addition, parents were aware of web 
resources that would be useful for their children as they reach secondary school age such as 
SoaAids which focuses on sexual health, SENSE which focuses on relationships and sexuality, 
Spraying and Swallowing which is a drugs and sex ABC website and the Long Live Love teaching 
package for secondary schools. 
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The parents described a mixture of being reactive to their children’s questions and proactive 
when required, for example one mother said: ‘Well maybe if I think it is needed, I will throw 
out my line to him, to trigger him.’  In general, with the younger children the parents appeared 
to adopt a more reactive approach by responding to their curiosity and their questions, 
whereas the parents of the ten year olds wanted to be sure that their children were fully 
cognisant of the various facets of sexuality and would be more proactive if they felt that it 
was required. 
The parents’ confidence in educating their children about sexuality in its broadest sense was 
remarkable and extended to their ability to discuss different types of relationships such as 
same sex relationships, bisexual relationships and heterosexuality.  As one mother 
summarised, the consensus appeared to be: ‘… love is love and it’s a free choice’. 
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Theme four: Perspectives on childhood 
My general impressions of life in the Netherlands suggested that Dutch children have greater 
autonomy and more freedoms than children in the UK.  Sports camps for children and young 
people that I came across appeared to be less risk averse than equivalent camps in the UK.   
Children shared busy cycle lanes with adults without the need for a separate lane and I saw 
many children, approximately age 7 upwards, walking or cycling to and from friends’ houses 
and school independently.  Children were very much integrated into everyday life, for 
example I frequently saw fully equipped baby changing stations with free nappy bags and 
wipes in cafes and children appeared to be central to community events. 
 
The parents did not have fixed perceptions regarding a minimum age for their children to 
have sexual relationships.  The emphasis was, instead, placed on the child’s individual 
developmental progress and their emotional readiness.  Rather than boundaries based on 
age, a key concern for the parents was mutual respect in terms of children respecting their 
own bodies and emotions as well as those of others and vice versa.  Several parents also 
talked about the importance of love, for example: ‘I want them to learn that sex is never 
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separated from love, and that they know that it’s about the whole package.  That yes, of 
course you can have sex with everybody, but then you don’t get the full experience, and the 
safest way, and also the most complete and most satisfying way is to have it as a part of a 
loving committed relationship’.  However, this emphasis was not uniform with other parents 
asserting that they would be happy for their boys and girls to engage in casual sex as long as 
they were physically safe and emotionally ready.  There was a consensus though that by 
commencing the conversation early, the parents believed that they were setting the 
foundations for positive attitudes and shaping their children’s sexual decision making during 
adolescence. 
The parents emphasised the need for age appropriate information and described a staged 
approach to imparting information.  For example, in describing sexuality communication with 
her six year old one mother explained: ‘The younger one [age six] asked me “Oh mum you’ve 
got blood from your bottom” and then I’ll say “Well it’s a girl thing, when you’re big enough 
I’ll explain”’ where as she had fully explained the menstrual cycle to her ten year old son.  The 
majority of parents adopted this approach with them introducing the notion of boys’ and girls’ 
and mummy’s and daddy’s bodies, developmental changes and differences in bodies during 
the pre-school years, then progressively as the child develops more detailed discussions 
regarding relationships, boundaries, physical development, sex and reproduction taking 
place.  Amongst the parents of ten-year-old children the emphasis was on equipping their 
children to understand their changing bodies as they progress through puberty so that they 
embraced rather than feared the associated mood changes and physical development.
 
Many of the parents emphasised the differing perceptions of children’s understandings 
regarding sexual relationships and adult understandings.  As one mother explained ‘for 
children sex is just facts, like learning about the sun and the moon.  Talking about sex will not 
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make them horny.  It means something else, so we should not be afraid’.   Another mother 
showed me the picture on the previous page from a relationships and sex education book for 
young children which shows the mother and father making love; she commented: ‘I was 
surprised that the children did not have so much attention for it but no interest at all, it’s all 
just facts’.   Similarly, one of the fathers described his six-year old’s response to him explaining 
a picture of a boy applying a condom as simply ‘Okay that’s it’. 
 
 
Theme five: Normalisation  
All of the parents alluded to the challenging nature of parent-imparted sexuality education 
and several suggested that some Dutch parents avoid such conversations.  However, the 
parents asserted that, for the majority, sexuality communication across society has been 
normalised meaning that it is no longer a taboo.  The parents cited television programmes 
and advertising campaigns being supportive in normalising sexuality communication and they 
all made reference to Rutgers.  
One of the mothers of children aged six and ten described sexuality communication as feeling 
‘as normal as cooking tea’.  Another who had a child under two and another aged four said: 
‘I just want to be open about sexuality, that it’s a normal part of life … So they see me and 
their daddy naked  … I want to teach them that it’s an integral part of life and there’s a lot 
more to sexuality than just sex, so that’s why I’m already talking about it’.  Several parents 
had told their pre-school age children how babies are made, for example one mother 
described how her four year old understood that ‘sperm comes from the penis and the egg 
from the mother, and he just asks, “Okay how do they get together?” And so I explained to 
them about erections, penetration and ejaculation and for him it’s just, “Okay, that’s fine, 
that’s cool”’.  Parents also talked about the importance of calling the sex organs by the correct 
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name, with one mother explaining that her daughter would use the term ‘vagina’ at the age 
of one and a half. 
Several parents talked about their desire for sexuality communication and sex to not become 
‘a thing’ for their children.  As one mother said: ‘by not making a big thing out of it they think 
it’s normal and they’re not that curious, so they really don’t need to experiment’.  Another 
described that she had, so far, managed to achieve this in describing her children’s response 
to her telling them that she had been in a same sex relationship in previous years as: ‘It was 
not a thing, no, it was normal’.   
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The majority of the parents identified that their children’s schools had been instrumental in 
supporting them in engaging in sexuality related dialogue with their children but this was not 
uniform with some parents stating that there had been very little sex and relationships 
education provided through the education system.  Four parents described a Christian 
orientated relationships and sexuality programme called ‘Wonderfully Made’ by Driestar 
Christian University in Gouda.  The programme has been developed from a Christian 
perspective and addresses sexuality, relationships and the development of protective 
behaviours which focus on biblical values and norms and has significant popularity in religious 
schools across the Netherlands as outlined in the slide below.  One of the parents praised the 
programme, one felt that it helped to stimulate conversations at home and two questioned 
the programme since they were opposed to some of the messages regarding sexual 
relationships beyond the heterosexual married couple.  
 
Ten of the parents were familiar with Rutgers' Spring Fever programme which is a 
Relationship and Sex education programme tailored to the sexual development phases of 
children aged 4-11 years.  The majority of schools in the Netherlands employ Rutgers’ 
sexuality education packages.  The programme is characterised by a positive approach to 
sexuality and starting the discussion at an early age.  It takes place in the third week of March, 
this year it will be 19-23rd March 2018, with teachers in participating primary and special 
schools across the Netherlands providing a week of teaching about resilience, relationships 
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and sexuality using specific resources designed by Rutgers.  The aim is that the project week 
will act as a catalyst for structural embedding of the themes in the school’s general teaching 
programme.   An overview of an earlier version of the teaching package is available here along 
with specific resources regarding female genitals, male genitals, menstruation, puberty in 
girls, puberty in boys and reproduction.  The parents whose children had had experience of 
the programme found it helpful in developing their children’s comfort in discussing the 
various facets of sexuality but two expressed a desire for the programme to become more 
widely embedded into the school curriculum. 
Several of the parents felt that parent-child sexuality communication had been normalised in 
the Netherlands as a result of a multi pronged approach with governmental messages 
promoting open communication and schools and healthcare professionals providing support 
for parents in this regard.  In turn, the parents all reported that this made it easier to discuss 
such issues with their children’s friends’ parents and they could, therefore, offer each other 
support.  One example given by a mother related to a question that her friend’s son was 
perplexed by ‘... until what age does the penis grow? ... We didn’t know, so we searched it on 
the internet together ...’.  
From the child’s perspective the parents felt that all of this support led to a well rounded, 
comprehensive education regarding relationships and sexuality for their children.  Certainly 
the research carried out by Rutgers would support this as suggested in this video.  It was 
acknowledged, however, that despite all of this support children may still be reticant in 
discussing these issues with their parents, for example one father who had been very open 
with his son about his changing body explained that although he knew that his son had learnt 
about reproduction at school he could not bring himself to discuss it with his father. 
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Comparisons between Dutch and English parents’ approaches 
The data from my doctoral research with eight mothers and eight fathers residing in England 
identified an overarching theme of silence which appeared to be underpinned by tensions 
relating to: ‘Childhood Innocence’, ‘Sexuality: An Enduring Taboo’ and ‘Aspirations and 
Realities’.  However, none of these themes emerged in the Dutch data. 
On the whole, the Dutch parents described much greater openness regarding their personal 
learning about sexuality from their parents compared to their English counterparts.  For 
example: ‘I had a really open relationship with my mum and dad … we all went into the bath 
tub together, there was no shame …and then my mum told me about when menstruation 
came, how the body works and yes, by seeing each other nude also, I’d seen boobs and other 
stuff and so there was no barrier for asking’.  This appeared to be generational with their 
descriptions of their grandparents’ lack of sexuality education resonating more with the 
experiences of the English cohort.   
The Dutch parents talked about their children’s 
sexualities with ease and there was no reference 
to the anxiety and tension that the English parents 
conveyed.  The English parents were fraught with 
concerns and their anxiety frequently stymied 
their attempts at open sexuality communication 
with their children.  For the Dutch parents, whilst 
several explained that this was not always an easy 
conversation for them, such anxiety was not a 
feature of their dialogue.  In addition, the English 
parents’ discussions frequently focussed on risk whereas the Dutch approach was positive, as 
one of the fathers said: ‘… first you have human interaction and then you have the human 
body before you have the diseases.  I think the natural course is the way it should be, because 
interaction with people is much more important than the actual sex part’.  
Another difference appeared to relate to gendered divisions of labour with regards to this 
aspect of parenting.  The English data suggested that these types of conversations were 
largely the jurisdiction of mothers, but the Dutch data suggested that whilst there was an 
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expectation that fathers may take the lead more with their sons and vice versa and the 
mothers generally spent more time with the children which led to greater dialogue, both the 
mothers and fathers were actively involved and proactive in sexuality related conversations.  
Indeed, in one case the father was taking the lead in teaching his daughters about sexuality 
as his wife struggled to do so. 
The Dutch parents adopted a gradual, informal approach to sexuality communication which 
was largely unplanned and spontaneous but deliberately repetitious.  For the majority it was 
just part of everyday life, as one mother said ‘we don’t make appointments about it’.  In 
contrast, the majority of the English parents either avoided the subject or adopted a more 
formal approach with several referring to ‘the talk’ which was a single isolated discussion 
which addressed coitus and menstruation for girls but little beyond this.  The use of books 
was also very different with the Dutch parents using these as a catalyst for discussion and as 
a support for themselves, whereas the English parents had fewer books from which to choose 
and they tended to hand these over to their children at around age ten to read alone.  As one 
of the Dutch mothers said: ‘I believe in talk, like you give a basic book, there’s no explanation, 
it’s only words and I would rather explain what these words mean or these feelings that come 
with sexuality’. 
In contrast to the English cohort, the Dutch parents all asserted that sex education posed no 
threat to childhood innocence and they could not understand why parents in England may 
hold this belief (Bennett et al. 2017b).  As one mother said: ‘I can’t really relate to that. I’ve 
got difficulty understanding it. I understand but I don’t really understand. I don’t share it. … 
No, I don’t share. I think that’s about meaning. You confuse what sex means to you, to what 
explaining about where babies come from means to a child.  A child doesn’t get horny … yes, 
when I explain to a five-year-old what mummies and daddies do to make a baby, they don’t’ 
get horny. It’s like something technical. Some simply say, “Yikes!”’. 
It would appear that many of these differences can be attributed to differences between the 
respective nations in relation to the sociohistorical context of sex and relationships education.  
In the UK progress has been slow and continues to be (Sheldon 2018, Bennett in press), 
whereas Dutch attitudes have been much more progressive as outlined in these two videos.  
However, given that the grandparents of the parents that participated in this study had similar 
experiences to the English parents in relation to their socialisation regarding sexuality 
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communication, this study demonstrates that with a structured, cohesive support system 
change is absolutely possible. 
 
Conclusion and Recommendations  
This project exceeded its aims and objectives both in terms of recruitment to the study and 
the depth and breadth of the findings.  The results highlight the need for support for parents 
in the UK in discussing sexuality with their children.  Both the English parents and Dutch 
parents perceived that open communication could be protective for their children, but the 
English parents were frequently stymied by their lack of confidence in achieving the openness 
that they aspired to.  The Dutch parents, in contrast, aligned their beliefs with their attitudes 
and behaviours.   
In relating the relevance of these findings to the UK it is useful to draw from the World Health 
Organisation’s (WHO 2010) Standards for Sexuality Education in Europe which emphasise the 
need for children and young people to know about sexuality, in terms of both risk and 
enrichment, so that they can develop a positive and responsible attitude towards it.  They 
argue further that holistic sexuality education enables children and young people to live out 
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their sexuality and their partnerships in a fulﬁlling and responsible manner and to protect 
themselves from possible risks.  Beyond the individual benefits, sexuality education also 
contributes to the development of respectful, open-minded attitudes and helps to build 
equitable societies.  
Furthermore, the United Nations (1989) Convention on the Rights of the Child, Article 8 of the 
IPPF (2008) Declaration, the WHO (2004) Reproductive Health Strategy and the World 
Association for Sexual Health (2014) emphasise that access to sexuality education is a human 
right.  The findings of this study suggest that the Dutch approach to sexuality education 
upholds this aspect of human rights, however, in the UK the amount and quality of education 
that children receive is highly variable.  As one Dutch father said: ‘If we don’t give it any 
thought or do anything about it, it is like pushing your children through a black hole and just 
hoping for the best.  You have to ask, “how is that taking responsibility for each other?”  I think 
we are obliged to give it thought and help them become healthy young women and men’. 
The recommendations following this Fellowship are, therefore, as follows: 
➢ Sexology and Health Science Honours Degrees and Masters programmes should be 
developed as specialist subjects in UK Higher Education Institutions (HEIs).  
There needs to be investment in the development of Sexology and Health Science education 
as specialist subjects in UK Higher Education Institutions (HEIs) to enable the development of 
career pathways and evidence-based practice in sexual health promotion.  The Netherlands 
and Belgium already employ a model which could be replicated in the UK through partnership 
between HEIs and commissioning bodies for sexual health promotion. 
➢ The commissioning of sexual health promotion services should be orchestrated at the 
national level. 
The current fragmentation of sexual health services has led to inequalities in the provision of 
sexual health promotion.  By commissioning at a national level a cohesive message regarding 
the value of parent-child sexuality communication can be ensured, along with uniformity of 
access to services.  The Dutch model, in the form of Rutgers, has been evidenced as effective 
in this regard and should be replicated in the UK through a combination of state and private 
funding.  
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➢ Schools based sex education should be underpinned by an evidence base. 
Supportive curricula, such as those designed by Rutgers which are underpinned by research 
and evaluation, should be made available to teachers.  Teachers should also be trained by 
sexual health promotion specialists so that they are confident and motivated in delivering this 
aspect of the curriculum. 
➢ Schools should work in partnership with parents to support them in developing their 
skills in parent-child sexuality communication. 
The amendment to the Children and Social Work Act requiring all secondary schools to 
provide “relationships and sex education” and all primary schools to give “age appropriate 
relationship education” should include an emphasis on a collaborative approach between the 
school and the family in imparting relationships and sexuality education.  The models adopted 
by Driestar educatief and Rutgers whereby sexual health promotion specialists hold 
workshops for parents as part of the respective school-based sexual health promotion 
programme should be implemented. 
➢ Early parent-child sexuality communication should be promoted. 
The UK government and third sector organisations should highlight that early parent-child 
sexuality communication is protective.  This could be achieved through social media 
campaigns, search engine optimisation for relationships and sex education websites and 
articles in the national press and magazines.   
The experiences of the Dutch suggest that if these recommendations are acted upon, within 
the next generation we should start to see a positive change in young people’s sexual 
practices and, subsequently, their sexual well-being which will be demonstrable through 
unintended teenage pregnancy rates and rates of STI amongst young people.  
The next steps towards implementing these recommendations concern a knowledge 
mobilisation plan for the next two years which is as follows: 
➢ Provide press releases.  
➢ Disseminate project report. 
➢ Share findings with UK parents via social media. 
➢ Present findings to UK parenting and children’s charities. 
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➢ Present findings to UK professional networks. 
➢ Write articles for parenting, nursing and academic journals. 
➢ Disseminate findings amongst UK commissioners. 
➢ Develop a website for parents to use as a resource and to share 
experiences. 
➢ Develop a short resource book for parents to support them in this role. 
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